The first 200 renal allograft operations performed at Addenbrooke's Hospital, Cambridge, have been analysed. At the time of writing the fractional graft survivals at one, two, and three years were 53%, 49%, and 39% respectively, and these showed no observable change through the seven years of the programme. On the other hand, the survival ofpatients undergoing renal transplantation steadily improved, the most recent survival rates at one, two, and three years being 83%, 78%, and 67%, whereas the overall rates were 74%, 66%, and 54%
Introduction
In June 1972 the 200th renal allograft operation was performed in Cambridge. From 1965 to 1972 166 patients were treated; 31 received second transplants and three a third. Ten patients received kidneys from living donors-all parent-to-child-and the remaining 190 were from cadavers. In this paper we analyse the results of the 200 operations, particularly the degree of rehabilitation obtained after successes.
Patients and Methods
All the patients were accepted into the programme without any selection whatsoever on social or psychiatric grounds. The only consideration was whether the patient was fit enough for the operation. Of the 166 patients 67 were female and 99 male. The age range was 13 to 60 years.
Most patients were prepared for transplantation by haemodialysis. In the early years blood transfusion was given fairly freely but in the last three years it was kept to a minimum. Serological tissue typing and direct cross-matching of recipient serum against donor lymphocytes was performed for most patients transplanted after 1968. In general recipients were selected according to the best match when donor kidneys became available. Nevertheless, the number of "full-house," fourantigen matches in this series was only four. Details of the surgical technique and immunosuppressive therapy were reported previously (Calne et al., 1968) .
A clinical and biochemical diagnosis of a rejection crisis was normally confirmed by needle biopsy (Millard et al., 1970) and treated with an increased dose of steroids, often supported by actinomycin C. A few patients received cyclophosphamide and seven antiiymphocytic serum or globulin (McMillan and Evans, 1970) . Information on rehabilitation was obtained by direct inquiry from the patient, by circulation of a questionnaire to all living patients, and from the case notes and social records.
Results
The patient survival times from the dates of the first transplant operation are shown in (Barnes, 1965 (Barnes, 1965 (Barnes, 1965) . One man returned to the Army for 18 months but despite the fact that he was fit with a well-functioning transplant he was discharged on medical grounds. After retraining he found work as an electric welder. Of the remaining nine patients five had to give up work under two years because of graft failure and two because of other medical complications though their allografts continued to function. One found difficulty in finding work in his own area that would bring him greater financial return than his allowances and one had a Forces pension and settled into voluntary work at his local hospital.
WORKING WOMEN
Nine previously employed women had transplants which functioned for a year or more. Of these, six returned to work, four to their former jobs and two to different jobs with different employers. One patient married shortly after transplantation and never returned to paid employment.
HOUSEWIVES
Patients who were housewives at the time of transplantation gave the impression that they took an active part in household duties even to a late stage in renal failure and resumed their responsibilities shortly after returning home with functioning kidneys. This was impossible to document statistically. There were 23 housewives in this series with functioning transplants. In addition to their household work five were known to have had full-time employment and six had had part-time jobs since transplantation.
SCHOOLCHILDREN
Eight schoolchildren had transplants which functioned for a year or more and which at the time of writing were still functioning (table IX) . Five of the six children returning to school did so within three months of transplantation; two were of schoolleaving age and started work six and 10 months after the operation. One child eventually returned to school 16 months after the operation. The delay had been due to the slow recovery of his severe renal osteodystrophy. The rapid return to school of these children was in striking contrast to their pretransplantation school attendance record. Five ofthe children (1973) analysed the serological aspects of these patients. They found that survival of first grafts was superior in group 0 recipients compared with other ABO groups. In recipients other than group 0 matching at the second segregant series gave improved graft survival.
In this series female recipients were less likely than male recipients to have grafts functioning for a year, but if a graft was functioning at a year the chance of it continuing to do so seemed to be greater than for male recipients.
Fifteen patients aged 13 to 18 years were transplanted, and in 12 the grafts functioned for more than a year. In 10 they continued to do so. Two of these patients were killed in roadtraffic accidents with normally functioning allografts. The results for the 10 patients who received parental allografts were worse than the world figures This leads us to the conclusion that stability over several years with one employer before transplantation with subsequent re-establishment in the same job offers the best hope of a smooth and trouble-free return to work after the operation. Certainly with our experience we would advise future patients with impending renal failure to remain in stable employment and to maintain as good a work record as possible rather than move to another position and employer when in an advanced stage of the illness.
It is not usually necessary to register transplanted patients as disabled; it becomes desirable only when there are additional medical complications. Short-term registration is sometimes found to be helpful in order to enlist the aid of the resettlement officer. Some employers have asked for disabled registration so that the employee can be included in their quota of disabled persons.
We were surprised that there was no correlation between the previous time off work and the period required to return to work after the operation. There was no obvious change in the time taken to return to work over the years, and the geographical area from which the patient came appeared to have no effect, though the figures are small. Self-employed patients were thought to be at a disadvantage in their speed of return to work but the numbers are too small for that to be certain. There was no evidence from our figures that patients who received a pension in addition to statutory allowances were slow to return to work.
The rapid return to school of children after transplantation was gratifying.
Nine patients successfully fathered normal children after kidney transplantation. The policy of the unit has been to discourage further pregnancies in women after transplantation and oral contraception is offered to those at risk.
When one considers that no policy of selection on social or psychiatric grounds has been followed the return to work of 90% of the patients with satisfactory transplants has been most encouraging. 
